STATE OF CALIFORNIA—HEALTH AMND WELFARE AGENCY PETE WILSON, Governor

DEPARTMENT OF SOCIAL SERVICES

744 P Street, Sacramento, CA 95814 REASON FOR THIS TRANSMITT o,
" (1] State Law Change
March 14, 1996 [X] Federal Law or Regulation Change
[1] Court Order
[ 1  Clarification Requested by One or More |
ALL-COUNTY LETTER NO. 96-09 Counties i
' [ ] Initiated by CDSS !
- TO: ALL COUNTY GAIN COORDINATORS

ALL COUNTY WELFARE DIRECTORS

SUBJECT: WORKERS’ COMPENSATION INSURANCE COVERAGE FOR
PARTICIPANTS IN ALTERNATIVE WORK EXPERIENCE (AWEX) AND
PREEMPLOYMENT PREPARATION (PREP) ASSIGNMENTS.

REFERENCES: MPP SECTIONS: 42-730.3 AND 42-740.15

Since April 1, 1988, individuals in the Greater Avenues for Independence (GAIN)
program participating in a PREP assignment have been covered for workers’ compensation
insurance as required by the Welfare and Institutions Code Section 11328 (6) and 11328.1 (B)
and Manual of Policies and Procedures Section 42-740.15. This coverage was extended during
FY 1994-95, to individuals participating in the Unemployed Parent Work Experience (UWEX)
assignments. Effective January 1, 1996, the UWEX is now known as Alternative Work
Experience (AWEX) and has been expanded to include all AFDC recipients who are participants
in the GAIN Program.

The California Department of Social Services (CDSS} contracts with the State
Compensation Insurance Fund (SCIF) to perform adjusting services and to administer the
workers’ compensation benefits to GAIN participants assigned to work experience activities
(PREP, AWEX). The California Department of General Services, Office of Risk and Insurance
Management manages the workers’ compensation program for CDSS.

Since the original contract with SCIF was put into effect, there have been numerous
changes in the workers’ compensation laws and in the manner in which SCIF adjusts claims for
participants in the GAIN PREP program. These recent changes have also impacted the AWEX
program. This letter supersedes All County Letter (ACL) No. 88-50, May 31, 1988.

Effective immediately, if any participant assigned to a work experience activity is injured
while performing his or her assignment, the county must submit any medical reports, bills, and a
Reporting Packet to:
State Compensation Insurance Fund
Sacramento State Contract Office
P. O. Box 659011
Sacramento, CA 95865-9011




The Reporting Packet must contain: 1) Form SCIF 3367, Employer’s Report of
Occupational Injury or Iliness; 2) Form SCIF 3301, Employee’s Claim for Workers’
Compensation; and 3) Verification of GAIN PREP/AWEX status and receipt of an AFDC grant
for 12 months or less {time on aid does not affect coverage) prior to date of injury. These
submittals must be in accordance with the following guidelines:

L Information on all work-related injuries of PREP/AWEX participants must be
submitted to the SCIF Sacramento State Contract Office on both Forms SCIF
3367 and SCIF 3301.

The claim forms are to be completed by a designated individual in the public
agency, non-profit organization, or private for profit organization worksite where
the participant is performing the work experience activities. The claim forms must
be completed within 24 hours of the occurrence or knowledge of the occurrence of
the injury. ‘

All information requested on these forms is essential to the proper handling of the
claim. The information must be complete, accurate, and contain the worksite
supervisor’s signature. The worksite supervisor’s signature is not an admission of
Liability. '

It is the County Welfare Department’s (CWD) responsibility to ensure that the
Reporting Packet is promptly and correctly completed. If the location of the
assignment is other than the CWD, a copy of the claim must be forwarded
simultaneously to the CWD.

2. The Form SCIF 3367 is very similar, if not identical, to the forms that all
employers, including counties, fill out when one of their salaried employees is
injured while working. The questions on this form are self-explanatory with the
following exceptions;

Question 1 This should be the name of the agency where the participant
is assigned, preceded by the acronym for the program,
“GAIN PREP” or “GAIN AWEX”;

Question 1A A constant for all claims; CONTRG-O;

Question 2, 2A, 3 These should reflect data relating to the public agency or
non-profit organization where the participant is assigned;

Question 3A Enter the three digit County Code where GAIN
PREP/AWEX participant is assigned,

Question 5 Not applicable;




Question 14B Not applicable;

Question 15 Give monthly grant amount (include printout of grant
amount for the past 12 months); and

Question 36 Important to be compieted with phone number.

3. Along with the Forms SCIF 3367 and 3301, the CWD must also submit as part of
the Reporting Package, a verification of the GAIN PREP/AWEX employment
assignment (e.g., employment contract) and the amount of maximum aid. Be sure
to include grant information for the previous 12 months. This information is used
to determine correct disability amounts. Please note, effective January 1, 1996,
temporary workers’ compensation is to be treated as eamned income per ACL No.
95-69, dated November 16, 1995.

4, If a PREP or AWEX participant is killed or sustains a serious injury, the
designated responsible individual in the agency should immediately call the SCIF
Sacramento State Contract Office at (916) 567-7500. If the agency is other than
the CWD, the responsible individual must call the CWD immediately, as well.

The SCIF Sacramento State Contract claims adjusters assigned to handle GAIN
PREP/AWEX claims are:

Eleisa Simmons (916) 567-7617
Kathleen Kottman (916) 567-7612

These adjusters will be contacting the GAIN County Coordinators for further information on
individual cases. It is the responsibility of the GAIN Coordinators to provide all necessary
information. Cooperating with these adjusters and providing requested information is not
considered a violation of confidentiality since SCIF is under contract with CDSS to administer
these benefits and is acting on behalf of the CDSS.

SCIF adjusters may ask questions which include, but are not limited to, the following:

Return to work dates;

Length of GAIN PREP/AWEX assignments;
Availability of alternative/modified work;
Background information;

Medical information; or

Grant information.




If you have any questions related to completing the forms or administration of benefits by
SCIF, please contact David B. Hall in the State Department of General Services, Office of Risk
Insurance Management, at (916) 323-2749. If you have any questions regarding the information
in this All-County Letter, you may contact your GAIN Operations Analyst at

(916) 657-3403.
Brner gl

BRUCE WAGSTAFF
Deputy Director
Welfare Programs Division

Attachments
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STATE COMPENSATION INSURANCE FUND ADJUSTING OFFICES

0 P.O. Box 4973
Eureka, CA 855024973

B P.O. Box 91-1112 (Stste Contract)
Commerce, CA 86091-1112

1 P.O. Bax 653011 (State Contract)
Sacramento, CA 85865-5011

TOTAL. F.E5




State or Larrorma
Department of Indusirial Relations
DIVISION OF WORKERS' COMPENSAT]ON

EMPLOYEE'S CLLAIMM FOR
WORKERS COMPENSATION BENEFITS

. It you are injured or become ifl because of your job, you are entrtled
to workers' compensazmn benefits.

Complete the “Employee” section and give the form to your em-
ployer, Keep the copy marked “Employee’s Temporary Heceipt™ until
you receive the dated copy from your empioyer. You may contact the
Information and Assistance Unit of the Division of Workers' Compensa-
tion at 1-800-736-7401 i you need help in filling out this form or in
obtaining your benefits. An explanation of workers' compensation ben.
efits is included on the reverse of this form.

You shouid also have raceived a pamphiet from your empicyer
describingworkers' compensatmn bengfils and the procedurss to obtain
them.

- bajador lesionado y los procodimientos para oblenerios.

LN

Estado de Califormia
wedrtamento de Relaciones Industriales
DIVISION DE COMPENSACION AL TRABAJADOR
RECLAMC DEL EMPLEADO PARA BENEFICIOS
DE COMPENSACION DEL TRABAJADOR
Si Ud. se ha lesionade o se ha enfermado en/e a causa de su
trabgjo, L. tiene derecho a recibir beneficips de compensac:an
al trabajador.

Complets Iz seccion "Empleado™ y entregue Iz lorrma a su
empleador. Quédese con la copia designada "Recibo Temporal
del Empleado™ hasta que Ud. reciba la copia fechada de su
empleador. Si Ud. necesitzs ayuda para completar ests forma o
para obtener sus bendficios, péngase en comacte con la Unidad
de informacion y Asistencia de la Divicion de Compensacion del
Trabajador famando al 1-800-736-7401. Al dorso ve esia forma
se encuentra ung explicacion de los beneficios de compensacién
al irabajador.

Ud. 1ambién deberia haber recibido de su emp!eadar un
folleto describiendo los beneficies de compensacion al tra-

Employee: Emplaado:
1. Name, Nombre.

- i00ay's Date. Fecha de Hoy.

2. Home address. Direccion Residencial,

3. City. Ciudad.

State. Estado. Zip. Codigo Postal.

4, Date of Injury. Fecha de I3 lesidn (accidente).

Time of injury. Hora an gue ceurris a.m, p.m.

¢

8. Address/place where injury happened. DirecciGn/ugar dande ocurrio & accidents,

6. Describe injury and part of bady attected. Describa a fesion y ia pante del cuerpo afectads.

7. Signature of employes. Firma del empleade.

8. Name of employer. Nomibre del empleadaor,

Employer - camnplets this section and give the employee a copy immediataly as a receipt.
Empileador - complate o513 seccién y déle inmediatamenta una copia al empleatdo como recibo.

Address. Direccidn.

9, Policy #. Poliza #.

o sagurcs. STATE COMPENSATION INSURANCE FUND

10. Employee Soc Sec # Seguro Social del Empisado #.
11. Date ernpkayér first knew of injury. Fachy en que of smpiaador supo por primera vez de la lesion o accidents.
12. Dater elaim fortn was provided 1o empioyee, Fecha on que s le antregd al empleado ia peticion.
13, Date employer received claim form, Fecha en que ef emplesda devolvic la peticion completads al empleador,

14. Name and address of insurance carrer or adjusting agency. Nombre y direceién de fa comparia de SeguIos 0 agendia adminisiradora

17. Dae. Fecha

@ o

15, Signature of employer representative. Firma del raprasentante del empleador.

18. Telaphone, Teldlono.

Employar: You are required to date this form and provide copies to your instrer
and to the employee, dependent or representative who filed the claim within one
working day of receipt of completed jorm from employee.

g Ay Of receipt of comp pioy STATE

S RN BATION
thLuRAMER

SIGNING THIS FORM 15 NOT AN ADMISSION OF LIABILITY
FUND

SCIF 3301 {HEV 4-83) - DWC Farm 1

Empieador: Se requiere que Ud. leche esta forma v que provéa copias 8
sy pompalia de sequros y empleado, depenthente o representanie gue
hayd presertads esta pebicion dentro def plazo de un dia hebil destle ef
mementy de haber Sga recibida ia forma complets del empieatio.

EL FIRMAR ESTA FORMA NO SIGNIFICA ADMISION DE RESPONSABILIDAD

EMPLOYER'S COPY/EMF LEADGH DOGUMENTO




WORKERS' COMPENSATION BENEFITS

.Jledical Care. Your employer will arrange for medical care.

ang all costs are paid directly by your employer's insurance
company, so you should never see a bill . All medical freat-
ment to cure or relieve your condition will be provided without
a deductible ar dollar fimit. -

Payment for Lost Wages. If you are temporarily disabled by
a job injury or iliness, you will receive tax-free income until
your doctor says you are able to return to work. Temporary
disabiiity payments are two-thirds of your average weekly
pay, up to a maximum set by state law. {Some employees are
entitied to receive full salary in lieu ot temporary disability
payments.} Payments are not made for the first three days you
are disabled unless you are hespitalized as an inpatient cr
unable 1o work for more than 14 gays.

Rehabilitaticn. ! the injury or iliness prevents you from
returning to the same job, you may qualify for vocational
rehabilitation benefits, with all costs paid by your empioyer's
insurance company.

Payment for Permanent Disability. If the injury or iliness
results in a permanent handicap, permanent disability pay-
menis will be paid after recovery.

Death Benefits. (fthe injury results in death, 2 benefit will be
paid to surviving dependernits.

if you need assistance completing this form, or it you have
questions regarding your benefits, please contact the Infor-
ation and Assistance Unit of the Division of Workers' Gom-
wensation by caliing toll free, 1-800-736-7401. You also have
the right to consuit an attorney.

Disclosure of Medical Records. Your medical records,
including medical records not related to this claim, can be
subject 1o disclosure in a proceeding before the Workers'
Compensation Appeals Board or once a claim has been filed.
Ifyou do notagree to veluntarily release medical records, they
can be subpoenaed and ordered to be produced. in proceed-
ings before a workers’ compensation judge, certain medical
records can be "sedled” {kept confidential) upon request.

1 descubiertos en un

BENEFICIOS DE COMPENSACION AL TRABAJADOR

Cuidado Medico. Su empleador hard los arreglos para of
cuidado méedico, todes los costos son pagades directamente
por la compariia de sequros de su empleador, asi Ud. nunca
tendra que ver una cuenta. Todos los tratamientos médicos
para curario o aliviar su condicitn serdn proporcionados sin
deducible o cantidad de limite de dilares.

Pagos por Pérdida de Sueldos. Si Ud. estd temporalmenie
incepacitado por una lesién o enfermedad causada en sy
trabajo, Ud. recibira ingresos libres oe impuestos hasta que su
medico diga que Ud, puede volver a z‘ragafar, Los pagos por
ncapacidad temporal son dostercios del promedio de su pago
semanal. hasta un méaximo asighado por la lay de! estado.
(Algunos empleados tienen derecho a recibir safario complefo
en vez de recibir pagos por incapacidad temporal) No se
efectua pago porlos tres primeros dias que Ug. esta incapacitado
a menos que Lid. esta hospalizado como paciente interno o
neapacitado parz trabajar por mas de 14 dias.

Rehatbilitacion. Silalesion o enfermedad e impide a Ud. volver
almismo frabajo, puede ser gue Ud. califique para los beneficios
age rehabilitacion vocacional, con todos 1os costos pagados por
la compafiia de seguroes de su empleador.

Pagos por Incapacidad Permanente. Si los resultados de la
lesion o enfermedad producen un impedimento o incapacidad
permanente, se efectuaran pagos de la recuperacion.

Beneficios de Muerte. 5i la lesion resulta en muerte, ei
beneficio serd pagado a ios dependientes sobrevivenies.

Silg. necesita ayuda para compietar esta forma, o si Ud. tiene
preguntas relacionadas con sus beneficios, por favor péngase
en contacto con la Unidad de informacién y Asistencia de ia
Divicién de Compensacion del Trabajador ftamando gratis &/
1-800-736-7401.También tiane Ud, ef derecho a constltar a un
abogado.

Revelacidn de Expedientes Médicos. Sus expedientes
meédicos, incluyendo fos expedientes médicos no relacionados
a esta peticicn, pueden estar sujetos a ser revelados o
) procese legal ante ‘el Dirgctorio de
Apelaciones de Compensaciones al Trabajador o una vz que
la peticidn: haya sido archivada. Si Ud. no esta de acuerdo a
eniregar voluntariamente los expedientes médicos, pueden ser
ofdenados en un comparengo (orden. judicial). En un proceso
legal ante ef juez de compensaciones al. ador, ciertos
expedienies médicos pueden ser “cerrados” (mantenides
confidencial} si se solicia.




